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hat  is  your  diagnosis?
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follow-up is currently six months with no signs of local recurrence.. Description
A 19-year-old woman, with no notable history, consulted for
ight nasal obstruction starting at the age of 10 years, which become
isabling at the age of 17. She had repeatedly consulted her general
ractitioner, who prescribed nasal sprays that remained ineffec-
ive. Her general practitioner also requested computed tomography
CT) of the nasal cavities and sinuses and referred her to an ENT
urgeon. CT scan showed a well circumscribed mass arising in the
asal cavity and right maxillary sinus. This mass was  composed of
ones of low-density tissue islets () and ﬁne bone trabeculae (*)
Fig. 1). Clinical examination revealed a whitish mass occupyingig. 1. Unenhanced computed tomography of the facial bones, axial (A) and coronal
B) sections.
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879-7296/© 2015 Elsevier Masson SAS. All rights reserved.Fig. 2. Histological section (haematoxylin-eosin stain, × 10) (A) and histological
section under polarized light (B).
the lower half of the nasal cavity, which was  ﬁrm on palpation and
lined by nasal mucosa with a normal appearance. No other abnor-
mality was detected on examination. The patient was  operated via
a vestibular (rouge Denker) incision, combined with endoscopic
resection of the nasal portion of the tumour, allowing complete
resection. The postoperative course was uneventful. Histological
examination revealed normal sinonasal mucosa, a tumour compris-
ing a ﬁbroblast-rich ﬁbrous tissue with few ﬁbres (©) and acellular
bony trabeculae (↓), without an osteoblastic rim (>) (Fig. 2). ClinicalWhat is your diagnosis?
2 yngol
2
s
b
d
b
l
t
d
ﬁ
j
a
O
b
t
i
g
r
j
d
c
t
T
t
m
t
n
V
p
o
d
f
g
o
r
i
o
c
m
o
r
c
[
[
[36 C.A. Righini et al. / European Annals of Otorhinolar
. Response
This tumour is an ossifying ﬁbroma (OF) of the right maxillary
inus, a benign tumour composed of ﬁbrous (collagen and ﬁbro-
lasts) and bone tissue (presenting varying degrees of maturation),
escribed for the ﬁrst time in 1872 by Menzel, who considered it to
e a variant of osteoma [1]. Montgomery distinguished this histo-
ogical entity in 1927 [1]. Pathologists currently distinguish three
ypes of ﬁbro-osseous sinonasal tumours [1]: osteoma, ﬁbrous
ysplasia and ossifying ﬁbroma. Several synonyms for ossifying
broma are used in the literature: juvenile ossifying ﬁbroma,
uvenile aggressive ossifying ﬁbroma, cemento-ossifying ﬁbroma
nd psammomatous ossifying ﬁbroma. The aetiopathogenesis of
F remains unknown, although several possible aetiologies have
een proposed: embryonic, odontological and traumatic [2]. These
umours essentially arise in the mandible, but sinonasal ossify-
ng ﬁbromas are much less common. Sinonasal tumours have a
reater growth potential than mandibular tumours. The majority of
eported cases occurred in women (sex ratio 2/1) and young sub-
ects (2/3 before the age of 30) [3]. Clinical signs of sinonasal OF
epend on the site of the primary tumour [3]. The two  sinuses most
ommonly affected are ethmoid and maxillary sinuses [4]. These
umours spread locally by gradually invading adjacent structures.
hey can therefore involve the anterior cranial fossa, nasal cavi-
ies, orbit, hard palate and soft tissues of the face. These tumours
ay  remain asymptomatic and may  only be discovered inciden-
ally on sinonasal CT scan requested for symptoms such as anosmia,
asal obstruction, headache, or signs suggestive of chronic sinusitis.
ery large tumours with anterior extension can deform the midline
art of the middle third of the face. Various clinical signs may  be
bserved in the case of orbital invasion: epiphora, exophthalmos,
iplopia, decreased visual acuity. Invasion of the anterior cranial
ossa, despite the presence of a sometimes very large tumour,
enerally does not cause any neurologic signs [4]. The treatment
f ossifying ﬁbroma varies considerably, from simple clinical and
adiological surveillance to radical surgical resection, while also
ncluding so-called “conservative” resections in the case of invasion
f structures such as the orbit, internal carotid artery or anterior
ranial fossa [3]. Although simple curettage is recommended for
andibular tumours, most authors recommend complete resection
f sinonasal tumours whenever possible [2]. However, complete
esection is not always possible, especially when the tumour is in
ontact with the internal carotid artery and/or optic nerve [3]. No
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consensus has been reached concerning the most appropriate inci-
sion for resection. For a very long time, the majority of authors
recommended open transfacial incisions adapted to the site of the
tumour, allowing complete resection and thereby limiting the risk
of recurrence [5]. However, in addition to leaving a visible scar on
the face, these incisions can cause disorders of growth and facial
asymmetry when surgery is performed before adolescence. These
incisions nevertheless often remain necessary for resection of very
lateral tumour extension into the maxillary or frontal sinus [3].
Since 2000, sinonasal endoscopic surgery, possibly guided by intra-
operative CT, has been demonstrated to be an effective treatment
for selected cases of OF. This type of surgery avoids a facial scar
and allows generally shorter operating times and hospital stays.
However, this point remains controversial, as endoscopic surgery
is generally more haemorrhagic, and Wang et al. have shown that
bleeding constitutes the main determinant of operating time [2].
The postoperative recurrence rate with this technique is equivalent
to that obtained after open surgery: between 12 and 14%. However,
no randomized prospective study has compared these two tech-
niques. The management of residual tumour after surgery remains a
subject of controversy. Most published studies have demonstrated
that residual tumour generally remains stable, justifying long-term
clinical and radiological surveillance [3]. Surveillance is also recom-
mended in the case of asymptomatic relapse, while reoperation is
only recommended in the case of associated clinical signs.
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